A 16-day-old male newborn who was delivered fullterm by cesarean section without complications presented to the emergency department with bloody stool and bilious vomiting for one day. On physical examination, a hard distended abdomen with silent bowel sounds was found. The laboratory examination showed leukocytosis with a left shift. An abdominal plain film was performed and showed as Figure 1 . 
Discussion
Paediatric patients presenting with bloody stool are a challenge for emergency physician, because a numerous differential diagnoses of lower gastrointestinal (GI) tract bleeding ranging from benign to serious disorders should be considered. Moreover, different age stages in paediatric patients have different aetiologies of lower GI bleeding. In infant (1 month to 2 years of age) with haematochezia, the differential diagnosis includes Hirschprung disease, anal fissure, allergic colitis, intussusceptions, Meckel diverticulm, intestinal duplication and infectious colitis. However, in newborn (birth to 1 month of age) like this patient, swallowed maternal blood, necrotising enterocolitis, malrotation with midgut volvulus, Hirschprung disease, coagulopathy and allergic colitis are the mostlikely aetiologies. 1, 2 Pneumatosis intestinalis and portal venous gas, first described in 1963 and 1955 respectively, are radiographic signs that have been traditionally associated with bowel ischaemia in adult patients. 3 Pneumatosis intestinalis (PI) is defined as the presence of air in the bowel wall. Portal venous gas (PVG) indicates branching air that extends to peripheral area or within 2 cm of the liver capsule; this must be differentiated from pneumobilia, which's air is located more centrally in the liver. 3 Presence of PI in the neonate may cause by extensive diseases including benign to severe conditions. 4, 5 However, simultaneous presence of PVG and PI in neonate with haematochezia is an ominous sign that may indicate pan-necrosis of necrotising enterocolitis (NEC) or severe vascular compromise, like malrotation with midgut volvulus. Emergency surgical intervention is needed in these conditions. 4, 6, 7 NEC, an acquired paediatric emergency, is an i n f l a m m a t o r y d i s e a s e o f t h e i n t e s t i n e w i t h characteristics of mucosal or deeper intestinal necrosis. Despite the significant advances in neonatal care, the mortality rate remains high. The majority of treatments include stoppage of feedings, intestinal decompression, fluid resuscitation, total parenteral nutrition, broadspectrum antibiotics and even surgical intervention. In addition, NEC mostly affects preterm neonates. 8 Midgut malrotation, a rare fetal anomaly resulting from Figure 2 . Figure 3 .
failure of midgut rotation and fixation during embryonic development, is a true surgical emergency when volvulus happens.
9,10
The incidence rate is approximate 1 in 500 live births and around 80% of patients with malrotation will present in the first month of life. The classical presentation of malrotation with midgut volvulus is bilious vomiting, abdominal distension and bloody stool. Most children with malrotation do not have genetic susceptibility or predisposing syndrome, so it seems not to affect preterm neonate principally. 9 In our patient, emergency surgery revealed malrotation with midgut volvulus and whole small bowel necrosis ( Figure 4 ). After three times of operation for resection of necrotic intestine and receiving total parenteral nutrition, he was discharged 77 days later with a complication of short bowel syndrome. In conclusion, the aetiologies of neonate with haematochezia range fro m ben ign to severe conditions , except for c o n s id er i n g p re-t er m o r f u ll-t er m n e wb o r n , appropriate interpretation of subtle findings on plain abdominal radiography may help to make an early diagnosis of these life-threatening surgical conditions, like midgut volvulus or NEC. 
